Objective To determine the role of thickness of the primary lesion in early Squamous Cell Carcinoma (SCC) of the oral tongue for decision-making regarding the management of possible occult cervical node metastases.
Introduction
Many issues remain unresolved in the management of the node negative early carcinoma of the oral tongue. The effort has been to evolve a treatment paradigm that balances preservation of function in the neck with prevention of future morbidity or mortality. Thus unnecessary treatment of the neck should be avoided while at the same time cure rates should not be sacrifi ced. The thickness of the primary lesion has been considered an important factor determining the need to address the neck electively in these cases.
This study was carried out to examine the importance of tumour thickness in determining the treatment of possible occult neck nodes in early squamous cell carcinoma (SCC) of the oral tongue. The study was carried out in two malignancy treatment centres of the Armed Forces Medical Services. A total of 21 patients were treated during this period. There were 14 males and 7 females. The ages ranged from 29 years to 65 years. All patients underwent partial glossectomy through a per-oral approach (Fig. 1) .Wherever appropriate a wedge excision oriented in transverse fashion rather than longitudinal was performed. This technique avoids an elongated narrow tongue and gives a foreshortened tongue which is functionally adequate and visually more normal-looking. Adequacy of mucosal margins was confi rmed intraoperatively by frozen section examination.
Patients and methods

Patients
In those cases where the thickness of the primary lesion was clinically determined to be less than 04 mm in depth, the neck was not addressed electively. Where the thickness was clinically determined to be more than 04 mm, a Supraomohyoid Neck Dissection (SOHND) was performed electively (Fig. 2) . The nodes were checked by frozen section and if any positive nodes were found a comprehensive neck dissection (Modifi ed Radical Neck Dissection preserving the Spinal Accessory Nerve) was completed in the same sitting. In case the depth of tumor invasion was doubtful we withheld elective treatment of the neck till histopathological confi rmation. In such cases with proven depth of tumour infi ltration more than 04 mm, an interval elective neck dissection was performed after 06-10 weeks. In those patients whose depth of tumour infi ltration was less than 04 mm, the neck was not electively treated. They were followed up bi-monthly. Those who developed nodal disease in the neck were then subjected to comprehensive neck dissection.
Post-operative radiotherapy was usually given if there was histopathological evidence of extra-nodal extension, multiple nodes in the neck, peri-vascular or peri-neural invasion. Patients received 5000-6000 rads by conventional fractionation during a 5-6 week period to the primary site and neck.
A total of six out of the 21 patients underwent post-operative radiotherapy. All patients were advised regular follow-up. The mean follow-up achieved was 3.3 years.
Results
There were 09 patients with T1 tumours and 12 patients with T2 tumours. Of the T1 tumours three were clinically judged to be more than 04 mm in depth and elective SOHND was performed along with excision of the primary lesion. All these node dissections were negative on frozen section. Histopathologically two more tumours were shown to be more than 04 mm thick. An interval SOHND was performed in these patients. One of these showed a positive node on frozen section, and a MRND-1 was completed. Of the 12 T2 tumours eight were judged to be more than 04 mm thick clinically and elective SOHND performed. Of these, three showed positive nodes on frozen section and MRND-1 was completed in these patients. Of the other four T2 tumours, one was shown to be more than 04 mm thick on histopathology. An interval SOHND was performed in this patient. Frozen section examination showed positive nodes on frozen section, necessitating a MRND-1. One case developed nodal metastases within one year and was managed with a MNRD-1. Histopathologically there were multiple level positive nodes/ extra nodal extension in fi ve 
